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Purpose: Although many new patients are seen at small hospitals, there are few reports of 
new health problems from such hospitals in Japan. Therefore, we investigated the reasons for 
encounter (RFE) and diagnoses of new outpatients in a small hospital to provide educational 
resources for teaching general practice methods. 

Methods: This observational study was conducted at the Department of General Internal Medi- 
cine in a small community hospital between May 6, 2010 and March 11, 2011. We classified 
RFEs and diagnoses according to component 1, "Symptoms/Complaints", and component 7, 
"Diagnosis/Diseases", of the International Classification of Primary Care, 2nd edition (ICPC-2). 
We also evaluated the differences between RFEs observed and common symptoms from the 
guidelines Model Core Curriculum for Medical Students and Goals of Clinical Clerkship. 
Results: We analyzed the data of 1,515 outpatients. There were 2,252 RFEs (I.49perencoimter) 
and 1 70 ICPC-2 codes. The top 30 RFE codes accounted for 80% of all RFEs and the top 55 codes 
accounted for 90%. There were 1,727 diagnoses and 196 ICPC-2 codes. The top 50 diagnosis 
codes accounted for 80% of all diagnoses, and the top 90 codes accounted for 90%. Of the 
2,252 RFEs, 1,408 (62.5%) included at least one of the 36 symptoms listed in the Model Core 
Curriculum and 1,443 (64.1%) included at least one ofthe35 symptoms in the Goals ofClinical 
Clerkship. On the other hand, "A91 Abnormal result investigation", "R21 Throat symptom/ 
complainf , and "R07 Sneezing/nasal congestion", which were among the top 10 RFEs, were 
not included in these two guidelines. 

Conclusion: We identified the common RFEs and diagnoses at a small hospital in Japan and 
revealed the inconsistencies between the RFEs observed and common symptoms listed in the 
guidelines. Our findings can be useful in improving the general practice medical education 
curricula. 

Keywords: general practice, primary care, medical education, International Classification of 
Primary Care 

Introduction 

Primary care practice contributes to lower mortality.' One of the important roles of 
primary care practice is the early management of new health problems.^ In addition, the 
registration of primary care-based morbidity is essential for the surveillance of disease, 
clinical research, and general practice teaching and curricula.' Analysis of the reasons 
for encounter (RFE) and diagnoses of new outpatients contribute to the educational 
resources regarding general practice for medical students and residents.""' 

The World Organization of Family Doctors (WONCA) created the International 
Classification of Primary Care (ICPC) in 1987, and the second edition (ICPC-2) was 
published in 1 998. The ICPC is widely used in general practice for the classification of 
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three important elements of the health care encounter; RPEs, 
diagnoses or problems, and processes of care. The ICPC is 
based on a simple biaxial structure: 17 chapters detailing 
body systems, each with an alphabetical identifier (A, B, D, 
F, H, K, L, N, P, R, S, T, U, W, X, Y, Z), comprise the first 
axis, and seven components with rubrics bearing two-digit 
numeric codes comprise the second axis.''^ Several studies 
have examined RFEs and diagnoses in general practice set- 
tings worldwide (the Netherlands, Malta, Serbia, Denmark, 
South Korea, South Africa, Tunisia, Poland, People's Republic 
of China, and Japan) using the ICPC standard titles. ^ '"'^ The 
ICPC-2 has been used to identify the prevalence of diseases 
among outpatients with RFEs of tiredness, dyspnea, nau- 
sea/vomiting, pruritus, medically unexplained symptoms, 
and psychological problems"'"^' and in the development 
of a competence-based curriculum of general practice in 
Germany. 

The importance of general practice has only recently been 
recognized in Japan. The Ministry of Education, Culture, 
Sports, Science and Technology (MEXT) proposed a model for 
an integrated medical education curriculum, the Model Core 
Curriculum for Medical Students, in 200 1 . This model includes 
36 common symptoms, the identification of which is necessary 
for medical training. The Model Core Curriculum was revised 
in 2007 to include a clinical training program in clinics and 
community hospitals,^^ and the Ministry of Health, Labour and 
Welfare established the Clinical Clerkship system in 2004. In 
this system, residents are required to spend at least 1 month in 
practice at community medical institutes within the first 2 years 
of the clerkship. The 35 common symptoms that comprise the 
Goals of Clinical Clerkship were also identified as this time, 
and all medical residents must submit 20 detailed case reports 
selected from these 35 symptoms.'*'^'' 

Because the universal health insurance system in Japan 
guarantees free access, patients in Japan are able to visit any 
medical institution, even if they have a family doctor who 
provides personal, comprehensive, and continuing care for 
the individual in the context of the family and the community. 
Therefore, most medical institutions treat new outpatients, 
regardless of the size of the medical institution (clinics, small 
hospitals, large hospitals, and university hospitals), although 
some large tertiary hospitals charge an additional fee to 
patients without a referral from a primary or secondary medi- 
cal institution.^^"^^ The number of small community hospitals 
(less than 200 beds) account for approximately 70% of all 
hospitals in Japan;^* thus, the RFE data from these hospitals 
could be extremely useful for studies regarding prevalence 
of diseases and medical school curriculum design. 



The frequency of RFEs and diagnoses differs accord- 
ing to the location and size of the medical institution."'-^'"''' 
Yamada et al reported the RFEs and clinical diagnoses of 
4,495 patients at five rural clinics in Japan. ^' Three studies, 
to our knowledge, have reported the RFEs of outpatients who 
visited the general internal medicine (GIM) departments 
of university hospitals.' Okamoto and Kubota'* reported 
the common symptoms of outpatients who visited the GIM 
departments of large community hospitals in Japan. One 
study looked at RFEs at a small community hospital, but 
the data were supplied by one physician; therefore, general 
practice trends found in that hospital could not be examined." 
Because of this dearth of information about small hospitals 
in Japan, it would be relevant to examine the RFEs and 
diagnoses of patients who visited these small hospitals and 
assess the applicability of the guidelines for medical students 
and residents. 

Our purpose was to evaluate the RFEs and diagnoses of 
outpatients with new health problems who visited a small 
hospital and, through this evaluation, provided useful data 
that will contribute to the improvement of the general practice 
guidelines for medical students and residents. 

Materials and methods 

Study design 

An observational design was used. 

Patients 

We consecutively enrolled new outpatients who went to the 
General Internal Medicine Department of Chikusei City 
Hospital, Chikusei City, Japan during daytime between 
May 6, 2010 and March 11, 2011. "New patients" were 
defined as individuals who had a new health problem or who 
had not visited the hospital with the same health problem 
within 3 months. 

Setting 

Chikusei City Hospital is the sole government hospital of Chi- 
kusei City and was established in 1 972. Chikusei City is located 
in the north Kanto area and has a population of 108,527, 
according to the National Population Census-" (October 20 1 0). 
There are five small- and medium-sized private hospitals 
(between 109 and 220 beds) and 64 clinics in Chikusei City. 
A tertiary emergency medical facility, Jichi Medical University 
Hospital (located nearby in Shimotsuke city, Japan) - which 
has critical care units, 1,100 beds, and a variety of specialists 
- is located 30 minutes away by ambulance from Chikusei 
City Hospital. Chikusei City Hospital has 90 beds, and the 
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annual bed occupancy rate was 63.1% in 2010. The hospital 
also has several departments, including GIM, surgery, ortho- 
pedics, and dermatology, and medical equipment, including 
rapid blood and urine test systems, electrocardiogram, X-ray 
machine, ultrasonography unit, endoscopy unit, computer- 
ized tomography (CT), and magnetic resonance imaging. In 
2010, an average of 243 patients visited this hospital per day; 
approximately 34 were visiting the hospital for the first time 
in 3 months, and approximately eleven visited this hospital 
before visiting another hospital or clinic. All patients with new 
problems related to internal medicine were first examined in 
the GIM department. The GIM department takes about five 
medical students from Jichi Medical University (Shimotsuke 
city, Japan) per year in Clinical Clerkships. 

Measurements 

We recorded the RFE, clinical diagnosis, date of visit, age, 
and sex of all new patients. RFEs and diagnoses were classi- 
fied according to component 1, "Symptoms/Complaints", or 
component 7, "Diagnosis/Diseases", of the ICPC-2^ by two 
of the authors (TT and MK) independently. One author (JM), 
who is a member of the ICPC committee of the Japan Primary 
Care Association and who translated the ICPC-2 from 
English to Japanese, provided the final classification code if 
the two investigators chose different codes or were in doubt. 
We chose component 7, "Diagnosis/Diseases", as the RFE 
when a patient complained of a disease itself, such as "R74: 
Upper respiratory infection acute". We adopted the RFEs as 
the diagnosis when we could not define the diagnoses. We 
calculated the frequency of RFEs, clinical diagnoses, and 
the proportion of the observed symptoms contained in the 
Model Core Curriculum for Medical Students and Goals of 
Clinical Clerkship. 

Data analysis 

Data are presented as means + standard deviations and 
percentage of population. All analyses were performed 
using Stata software (v 1 1.0; StataCorp LP, College Station, 
TX, USA). 

Ethics 

This study was approved by the bioethics committee of Jichi 
Medical University. 

Results 

We examined 1,557 new visits and excluded the visits 
with RFEs of vaccination (37 cases), health check-up 
(three cases), and requests for documentation of long-term 



care insurance (2 cases). The final number of participants 
analyzed was 1,515. Their mean age was 52.9+19.9 years 
(range 16-96), and 804 (53.1%) were men. Referrals from 
other institutions accounted for 131 encounters (8.7%), and 
there were nine (0.6%) referrals from other departments of 
Chikusei City Hospital. Four of the authors examined the 
new patients: TT examined 549 (36.2%); MK examined 
514 (33.9%); TN examined 350 (23.0%); and HY examined 
102 (6.7%). We followed the medical records of 362 patients, 
whose diagnoses were not fixed at the first examination or for 
whom further testing was required, for 3 months; at the end 
of that time, TT and MK assigned the final diagnosis. 

There were 2,252 RFEs (1.49 per encounter) from the 
1,515 cases; 2,243 RFEs were classified into 170 ICPC-2 
codes (interrater agreement =98.1%). There were 1,727 
diagnoses from the 1,515 cases; 1,722 diagnoses were clas- 
sified into 1 96 ICPC-2 codes (interrater agreement =97.6%). 
The distribution of RFEs and diagnoses according to the 
17 chapters of the ICPC-2, which are based on body sys- 
tems plus additional chapters for psychological and social 
problems, are shown in Figure 1. The three chapters most 
frequently observed in the RFEs were "R: Respiratory", 
615 cases (27.3%); "A: General and unspecified", 547 cases 
(24.3%); and "D: Digestive", 406 cases (18.0%). The most 
observed chapters of diagnoses were "R: Respiratory", 
548 cases (31.7%); "D: Digestive", 381 cases (22.1%); and 
"K: Circulatory", 144 cases (8.3%). In contrast, "F: Eye", 
"H: Ear", "W: Pregnancy, childbearing, family planning", 
"X: Female genital system including breast", "Y: Male genital 
system", and "Z: Social problems" were quite rare in both 
RFEs and diagnoses. 

The top 30 RFE codes accounted for about 80% of all 
RFEs, and the top 55 RFE codes accounted for about 90% of 
all RFEs (Figure 2). Table 1 shows the distribution of the titles 
of the top 30 RFE codes. The three most frequently observed 
titles of RFEs were "R05 Cough", 245 (10.9%); 'A03 Fever", 
215 (9.5%); and "A91 Abnormal resuk investigation", 182 
(8.1%). The details of 'A91 Abnormal result investigation" 
are shown in Table 2. The three most frequently observed 
abnormal results in investigations were "Elevated triglyc- 
eride or low-density lipoprotein cholesterol in blood test", 
46 (17.0%); "Abnormality in chest X-ray", 42 (15.5%); and 
"Abnormality in upper gastrointestinal series", 42 (15.5%). 

The top 50 diagnosis codes accounted for about 80% of all 
diagnoses, and the top 90 diagnosis codes accounted for 90% 
of all diagnoses (Figure 3). The distribution of 50 diagnoses 
(80.3% of all diagnoses) is shown in Table 3. The three most 
frequently observed diagnoses were "R74 Upper respiratory 
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RFE Diagnoses 

Figure I The frequencies of reasons for encounter (A) and diagnoses (B), according to components I (symptoms/complaints) and 7 (diagnosis/diseases) in the International 
Classification of Primary Care, 2nd edition/ of new outpatients who visited the General Internal Medicine Department of Chikusei City Hospital, Chikusei City, Japan. 
Notes: A - General and unspecified; B - Blood/blood forming organs, lymphatics: D - Digestive; F - Eye; H - Ear; K - Circulatory: L- Musculoskeletal; N - Neurological: 
P — Psychological: R - Respiratory; S - Skin; T- Endocrine, metabolic, and nutritional; U - Urological; W - Pregnancy, child bearing, family planning; X - Female genital: 
Y - Male genital; Z - Social problems. 
Abbreviation: RFE, reasons for encounter. 



infection acute", 288 (16.7%); "D73 Gastroenteritis pre- 
sumed infection", 101 (5.8%); and "D87 Stomach function 
disorder", 78 (4.5%). 

Twenty-four symptoms listed in the Model Core 
Curriculum and 25 symptoms listed in the Goals of Clini- 
cal Clerkship were commonly observed and included in 
the RFEs. The Model Core Curriculum category "Urinary 
problems" is separated into the categories of "Oliguria/anuria/ 

Cumulative % 




Figure 2 Cumulative percentages of all 2,252 RFEs. 

Notes: The top 30 ICPC-2' codes accounted for 80% of all 2,252 RFEs and the top 
55 codes accounted for 90% of all RFEs. 

Abbreviations: iCPC-2, International Classification of Primary Care, 2nd edition: 
RFE, reasons for encounter. 



frequent urination" and "Urinary retention/incontinence" in 
the Goals of Clinical Clerkship. Of the 36 symptoms listed 
in the Model Core Curriculum, 32 appeared at least once in 
1,408 RFEs (62.5%) of the 2,252 RFEs observed at the GIM 
department (Table 4). However, "Shock", "Hemorrhagic 
diathesis", "Pleural effusion", and "Menstruation problems" 
in the Model Core Curriculum were not included in any RFEs 
observed in this setting. All the 35 symptoms in the Goals of 
Clinical Clerkship appeared at least once in 1 ,443 (64. 1 %) of 
all 2,252 RFEs (Table 4). On the other hand, "A91 Abnormal 
result investigation", "R21 Throat symptom/complaint", 
or "R07 Sneezing/nasal congestion", which placed in the 
top ten RFEs in this study, were not included in either the 
Curriculum or the Goals. 

Discussion 

This study is the first investigation of the distribution of 
RFEs and diagnoses for all new patients examined in a GIM 
department in a small hospital in Japan. In addition, we 
examined the frequencies of common symptoms detailed in 
the Model Core Curriculum for Medical Students and the 
Goals of Clinical Clerkship in the observed RFEs. 

Of the 1 7 chapters of the ICPC-2, which cover body sys- 
tems and social and psychological problems, the following 
were common to the observed RFEs and diagnoses; 
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Table I The top 30 ICPC-2 reason for encounter titles in the General Internal Medicine Department of Chikusei City Hospital, 
Chikusei City, Japan 



Order 


ICPC-2 code' 


ICPC-2 title 


n 


% 


Cumulative % 


1 


ROS 


Cough 


245 


10.9 


10.9 


2 


A03 


Fever 


215 


9.5 


20.4 


3 


A9I 


Abnormal result investigation NOS 


182 


8.1 


28.5 


4 


R2I 


Throat symptom/complaint 


144 


6.4 


34.9 


5 


NOI 


Headache 


127 


5.6 


40.5 


6 


D06 


Abdominal pain localized other 


95 


4.2 


44.8 


7 


Dl 1 


Diarrhea 


85 


3.8 


48.5 


8 


R07 


Sneezing/nasal congestion 


80 


3.6 


52.1 


9 


A04 


Weakness/general tiredness 


72 


3.2 


55.3 


10 


NI7 


Vertigo/dizziness 


70 


3.1 


58.4 


1 1 


D09 


Nausea 


53 


2.4 


60.7 


12 


R02 


Shortness of breath/dyspnea 


51 


2.3 


63.0 


13 


DIO 


Vomiting 


43 


1.9 


64.9 


14 


R74 


Upper respiratory infection acute 


37 


1.6 


66.6 


IS 


K86 


Hypertension uncomplicated 


36 


1.6 


68.2 


16 


D02 


Abdominal pain epigastria 


35 


1.6 


69.7 


17 


Al 1 


Chest pain NOS 


27 


1.2 


70.9 


18 


T03 


Loss of appetite 


26 


1.2 


72.1 


19 


K04 


Palpitations/av/areness of heart 


24 


I.I 


73.1 


20 


N06 


Sensation disturbance other 


21 


0.9 


74.1 


2! 


DI2 


Constipation 


18 


0.8 


74.9 


22 


LOI 


Neck symptom/complaint 


15 


0.7 


75.5 


22 


L02 


Back symptom/complaint 


15 


0.7 


76.2 


24 


A02 


Chills 


14 


0.6 


76.8 


24 


L03 


Low back symptom/complaint 


14 


0.6 


77.4 


24 


S04 


Lump/swelling localized 


14 


0.6 


78.1 


27 


P06 


Sleep disturbance 


13 


0.6 


78.6 


27 


T08 


Weight loss 


13 


0.6 


79.2 


29 


AOI 


Pain general/multiple sites 


12 


0.5 


79.8 


29 


D03 


Heartburn 


12 


0.5 


80.3 






Others 


444 


19.7 


100.0 


Total 






2,252 


100.0 





Notes: Where different reasons for encounter have the same order number, this is because they also have the same percentage and number of occurrences. 
Abbreviations: ICPC-2, International Classification of Primary Care, 2nd edition; NOS, not otherwise specified. 



"A: General and unspecified", "D: Digestive", "K: Cir- 
culatory", "N: Neurological", and "R: Respiratory". All 
of these fall into the field of internal medicine, as would 
be expected in an investigation in a GIM department. 
However, the proportion of "L: Musculoskeletal" (seventh 
most frequent) and "S: Skin (tenth most frequent) in RFEs 
and diagnoses in Chikusei City Hospital were extremely 
low compared to the previous data from 10,570 diagnoses 
observed at five clinics in a rural area of Japan between 
April 1, 1997 and March 31, 1998 byYamadaetal.^' In that 
study, "L: Musculoskeletal" was the second and "S: Skin" 
the third most frequently observed diagnosis. Although 
both rural and urban Japanese citizens can visit a hospital 
easily under the free access system in Japan, the differ- 
ence in the results of these two studies may be accounted 
for by the choices available to patients in Chikusei City, 
including choosing a specialist, such as a dermatologist 



Table 2 Abnormal conditions found in the screening tests 



Order Abnormal conditions n % 



1 


Elevated triglyceride or low-density lipoprotein 


46 


17.0 




cholesterol in blood test 






2 


Abnormal findings in chest X-ray 


42 


15.5 


2 


Abnormal findings in upper gastrointestinal 


42 


15.5 




series 






4 


High blood glucose or high HbA|^ in blood 


30 


1 I.I 


5 


Elevated hepatic enzyme in blood 


27 


10.0 


6 


Positive blood in urine 


13 


4.8 


7 


Hypertension suspected 


12 


4.4 


8 


Abnormal findings in electrocardiogram 


8 


3.0 


9 


Elevated uric acid in blood 


7 


2.6 


10 


Positive in fecal occult blood test 


6 


2.2 


10 


Low hemoglobin level in blood 


6 


2.2 


12 


Abnormal findings in abdominal ultrasound 


5 


1.8 


12 


Positive protein in urine 


5 


1.8 


12 


Obesity 


5 


1.8 




Others 


17 


6.3 


Total 




271 


100 



Abbreviation: HbA|^, glycated hemoglobin. 
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Cumulative % 




Number of diagnoses codes classified by tlie ICPC-2^ 

Figure 3 Cumulative percentages of all 1,727 diagnoses. 

Note: The top 50 ICPC-2^ codes accounted for 80% of all 1 ,727 diagnoses and the top 90 codes accounted for 90% of all diagnoses. 
Abbreviation: ICPC-2, International Classification of Primary Care, 2nd edition. 



or orthopedist, or visiting another hospital or medical 
institution, compared to the limited number of medical 
institutions in rural areas. 

The RFE codes from the ICPC-2 in this study were very 
similar to the results of previous studies. "R05 Cough", "A03 
Fever", "NOl Headache", "D06 Abdominal pain localized", 
and "A04 Weakness/general tiredness" were among the top 
ten most common RFEs in three previous studies.''^' " The 
first-place ranking of "R05 Cough" and the second-place 
ranking of ' A03 Fever" in this study are the same as found 
by Yamada et al.^' Full knowledge of these symptoms is a 
high priority for medical students and residents. 

We also examined "A91 Abnormal result investigation", 
which was the third most frequently observed symptom 
on the RFEs. It is unclear whether 'A91 Abnormal result 
investigation" is common in RFEs worldwide." In Japan, 
only one study, whose authors worked in the GIM depart- 
ment of a small hospital, reported A91 as the most common 
RFE,'^ while reviews of RFEs in clinics and large hospitals 
did not find 'A91 Abnormal result investigation" to be 
common.'*'^'-^" '^ We found that "A91 Abnormal result inves- 
tigation" was a common reason for visiting primary care 
physicians in a small hospital in Japan. This result could 
be related to the health care system of Japan. The Occupa- 
tional Health Acts of 1972 and Community Health Acts of 
1982 mandated the provision of programs for primary and 
secondary prevention, including chronic diseases such as 
hypertension and diabetes, and screening for gastric and 
lung cancer.^^ Under the free access system, patients may 
choose any medical institution for a variety of reasons, such 



as the specialists or test equipment available. The manage- 
ment of "Abnormality in chest X-ray" and "Abnormality in 
upper gastrointestinal series" requires further examination, 
such as the interpretation of a chest CT image or scheduling 
of an upper gastrointestinal endoscope procedure. In Japan, 
patients are more willing to trust and visit medical institutes 
with gastrointestinal test equipment for their primary medical 
care.^* Three of the four physicians (TT, MK, and TN) who 
practice in the General Internal Medicine Department in 
Chikusei City Hospital have both chest and gastrointestinal 
skills and experience. Thus, it is possible that patients who 
visit Chikusei City Hospital expect diagnosis and treatment 
as early as possible because the hospital possesses high-tech 
equipment (eg, CT scanner, endoscopy). 

Diagnoses in this study are also similar to data from 
previous studies of large clinics. "R74 Upper respiratory 
infection acute", "D73 Gastroenteritis presumed infection", 
"D87 Stomach function disorder", "R78 Acute bronchitis/ 
bronchiolitis", and "A97 No disease" are listed among the 
top ten diagnoses in the report by Yamada et al.^' Acute dis- 
eases such as R74, D73, and R78 should have high priority 
in medical student and resident GIM curricula. In our data, 
"K86 Hypertension uncomplicated", "T93 Lipid disorder", 
and "T90 Diabetes non-insulin dependent" were also listed 
in the top ten. These diagnoses are mostly the result of the 
"A9I Abnormal result investigation" RFE code. In previous 
studies, these are also listed as high-prevalence diseases.^'-^" 
It is important for physicians in clinics and small hospitals 
to understand the nature and treatment of these chronic 
diseases. 
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Table 3 The top 50 ICPC-2 titles for diagnoses in the General Internal Medicine Department of Chikusei City Hospital, Chikusei 
City, Japan 



Order 


ICPC-2 code' 


ICPC-2 title 


n 


% 


Cumulative % 


1 


R74 


Upper respiratory infection acute 


288 


16.7 


16.7 


2 


D73 


Gastroenteritis presumed infection 


101 


5.8 


22.5 


3 


D87 


Stomach function disorder 


78 


4.5 


27.0 


4 


R78 


Acute bronchitis/bronchiolitis 


70 


4.1 


31.1 


5 


A97 


No disease 


69 


4.0 


35.1 


6 


K86 


Hypertension uncomplicated 


66 


3.8 


38.9 


7 


T93 


Lipid disorder 


49 


2.8 


41.7 


8 


T90 


Diabetes non-insulin dependent 


42 


2.4 


44.2 


9 


R80 


Influenza 


39 


2.3 


46.4 


10 


R8I 


Pneumonia 


32 


1.9 


48.3 


1 1 


D84 


Esophagus disease 


31 


1.8 


50.1 


12 


D97 


Liver disease NOS 


28 


1.6 


51.7 


12 


R96 


Asthma 


28 


1.6 


53.3 


14 


H82 


Vertiginous syndrome 


23 


1.3 


54.7 


14 


R99 


Respiratory disease other 


23 


1.3 


56.0 


16 


NI7 


Vertigo/dizziness 


22 


1.3 


57.3 


17 


DI2 


Constipation 


20 


1.2 


58.4 


18 


A88 


Adverse effect physical factor 


19 


I.I 


59.5 


18 


P74 


Anxiety disorder/anxiety state 


19 


I.I 


60.6 


20 


D78 


Neoplasm digestive system 
benign/unspecified 


18 


1.0 


61.7 


20 


NOI 


Headache 


18 


1.0 


62.7 


22 


D86 


Peptic ulcer other 


17 


1.0 


63.7 


23 


K77 


Heart failure 


16 


0.9 


64.6 


24 


L99 


Musculoskeletal disease other 


15 


0.9 


65.5 


24 


R75 


Sinusitis acute/chronic 


15 


0.9 


66.4 


24 


U7I 


Cystitis/urinary infection other 


15 


0.9 


67.2 


27 


N95 


Tension headache 


14 


0.8 


68.0 


28 


D93 


Irritable bov/el syndrome 


13 


0.8 


68.8 


28 


K78 


Atrial fibrillation/flutter 


13 


0.8 


69.5 


30 


Al 1 


Chest pain NOS 


12 


0.7 


70.2 


30 


LI8 


Muscle pain 


12 


0.7 


70.9 


30 


P06 


Sleep disturbance 


12 


0.7 


71.6 


30 


U95 


Urinary calculus 


12 


0.7 


72.3 


34 


P76 


Depressive disorder 


10 


0.6 


72.9 


34 


R79 


Chronic bronchitis 


10 


0.6 


73.5 


36 


D83 


Mouth/tongue/lip disease 


9 


0.5 


74.0 


36 


D99 


Disease digestive system other 


9 


0.5 


74.5 


36 


N99 


Neurological disease other 


9 


0.5 


75.0 


36 


U06 


Hematuria 


9 


0.5 


75.6 


36 


U99 


Urinary disease other 


9 


0.5 


76.1 


41 


A04 


Weakness/tiredness general 


8 


0.5 


76.5 


41 


L83 


Neck syndrome 


8 


0.5 


77.0 


41 


R76 


Tonsillitis acute 


8 


0.5 


77.5 


41 


T99 


Endocrine/metabolic/nutritional disease other 


8 


0.5 


77.9 


45 


B70 


Lymphadenitis acute 


7 


0.4 


78.3 


45 


B80 


Iron deficiency anemia 


7 


0.4 


78.7 


45 


P75 


Somatization disorder 


7 


0.4 


79.2 


45 


Tl 1 


Dehydration 


7 


0.4 


79.6 


45 


T82 


Obesity 


7 


0.4 


80.0 


50 


D74 


Malignant neoplasm stomach 


6 


0.3 


80.3 






Others 


340 


19.7 


100.0 


Total 






1,727 


100.0 





Abbreviations: ICPC-2, International Classification of Primary Care, 2nd edition; NOS, not otherwise specified. 



International Journal of General Medicine 2014:7 



submit your manuscript | www.dovepress.con i 

Dovepress 



265 



Takeshima et al 



Doveore<;s 



Table 4 Frequency of symptoms in the Model Core Curriculum for medical Students and Goals of Clinical Clerkship 



Presenting titles 



ICPC-2 code' 



N (%) of RFE 



Model Core 
Curriculum 



Goals of Clinical 
Clerkship 



Symptoms common to both lists 
Cough/sputum 
Fever 

Abdominal pain 
Headache 

Constipation/diarrhea 
Nausea/vomiting 
Weakness/tiredness general 
Vertigo/dizziness 
Chest pain 

Dyspnea/shortness of breath 

Back pain 

Rash 

Loss of appetite 

Palpitation 

Urination problems 

Oliguria/anuria/frequent urination (pollakiuria) 
Urinary retention/urinary incontinence 

Weight gain/weight loss 

Hematuria 

Arthralgia/joint swelling 
Faint! ng/syncope 
Edema 

Swallowing problem 
Lymph glands enlarged 
Jaundice 

Convulsion/seizure 



ROS, R2S 
A03 

DO I, D02, D06 
NO I 

Dl \, DI2 
D09, DIG 
A04 
NI7 

Al I, KOI, L04, ROI, R29 
R02 

L02, L03 

S04, SOS, S06, S07 

T03 

K04 

UOI, U02, U04, UOS, U08 

U02, UOS 

UOI, U04, UOS 

T07, T08, T82 

U06 

L20 

A06 

K07 

D2I 

B02 

DI3 

N07 



Symptoms only in the Model Core Curriculum for Medical Students 

Paralysis/weakness NIB 

Anemia B82 

Hemoptysis R24 

Proteinuria U90 

Hematemesis/vomiting blood/melena/rectal bleeding DI4, DI5, DI6 

Abdominal mass/abdominal distension D23, D24, D25 

Cyanosis SOB 

Dehydration Tl I 

Shock A82, A85, A92 

Hemorrhagic diathesis B29 

Pleural effusion R82 

Menstruation problems X05, X06, X07 

Symptoms only in the Goals of Clinical Clerkship 

Sensation disturbance other N06 

Sleep disturbance P06 

Heartburn D03 

Gait abnormality N29 

Feeling anxious/nervous/tense/depressed POI, P03 

Visual disturbance FOS, F2B 

Nose bleed/epistaxis R06 

Hoarseness R23 

Red eye F02 

Hearing complaint H02 

Total 



20 (0.9) 



7 (0.3) 
6 (0.3) 
5 (0.2) 
5 (0.2) 
4 (0.2) 
3(0.1) 
I (0.0) 
I (0.0) 
0 (0.0) 
0 (0.0) 
0 (0.0) 
0 (0.0) 



247 (I 1.0) 
215 (9.5) 
136 (6.0) 
127 (5.6) 
103 (4.6) 
96 (4.3) 
72 (3.2) 
70(3.1) 
53 (2.4) 
51 (2.3) 
29 (1.3) 
2B (1.2) 
26 (1.2) 
24(1.1) 



15(0.7) 
14 (0.6) 
12 (0.5) 
I I (0.5) 
I I (0.5) 
I I (0.5) 
3(0.1) 
I (0.0) 
I (0.0) 



12 (0.5) 
8 (0.4) 



1,408 (62.5) 



21 (0.9) 
1 3 (0.6) 
12 (0.5) 
5 (0.2) 
5 (0.2) 
3(0.1) 
3(0.1) 
3(0.1) 
I (0.0) 
I (0.0) 
1,443 (64.1) 



Abbreviations: ICPC-2, International Classification of Primary Care, 2nd edition; NOS, not otherwise specified; RFE, reasons for encounter. 
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Notably, 32 of the 36 common symptoms listed in 
the Model Core Curriculum revised in 2007^^ (but all 
35 common symptoms listed in the Goals of Clinical 
Clerkship^'') were found in the 2,252 RFEs observed in 
this study. This indicates that serving the outpatients of 
GIM departments in small hospitals is suitable for the 
Clinical Clerkship of General Practice. On the other hand, 
the 36 common symptoms in the Model Core Curriculum 
and the 35 common symptoms of the Goals of Clinical 
Clerkship were 62.5% and 64.0%, respectively, of all RFEs 
observed in the General Internal Medicine Department of 
Chikusei City Hospital. Okamoto and Kubota'* reported 
that the 35 common symptoms accounted for 56.7% of the 
RFEs of 4,558 patients examined in the GIM department of 
a large hospital (801 beds). Thus, the common symptoms 
listed in the Curriculum and Goals only partially represent 
the RFEs observed in actual practice in small and large 
hospitals. Furthermore, neither the Curriculum nor the 
Goals contain "A9I Abnormal result investigation", "R21 
Throat symptom/complaint", or "R07 Sneezing/nasal con- 
gestion", which all placed in the top ten RFEs in this study. 
These RFEs should be included in the curricula and goals 
for medical students and residents. 

Okamoto and Kobota* reported that "B02 Lymph glands 
enlarged" (listed in the Model Core Curriculum and the Goals 
of Clinical Clerkship) was observed in 33 RFEs (0.9% of all 
RFEs) at a large hospital. This proportion of B02 is higher than 
observed in our data, where "B02 Lymph glands enlarged" 
was observed in only three patients (0. 1 %). We presume that 
small hospitals may not see as many B02 patients due to fewer 
referrals from outside institutions. Another unseen symptom 
in our study, menstruation problems, may be related to the 
paucity of primary physicians in Japan who take obstetric or 
gynecology patients. The importance of the skills of obstetrics 
and gynecology necessary for general practitioners in Japan 
needs to be discussed. The categories occurring with a low 
frequency in this study were convulsion (listed in the Model 
Core Curriculum and the Goals of Clinical Clerkship), shock 
and dehydration (Model Core Curriculum), and hearing 
problems (Goals of Clinical Clerkship), all of which could be 
treated in an emergency room.^' Red eye (Goals of Clinical 
Clerkship) was observed in 72 outpatients (0.5%) who vis- 
ited clinics in a rural area.^' Therefore, medical students and 
residents should experience treating primary care outpatients 
in a variety of settings, such as clinics, small hospitals, large 
hospitals, and emergency rooms in rural and urban regions in 
Japan, to be exposed to a variety of the common symptoms 
listed in these two guidelines. 



The numbers of RFEs (1 70) and diagnoses (191) observed 
in this study are too numerous for medical students and 
residents to learn. Fortunately, the top 30 codes accounted 
for 80% of all RFEs and the top 55 codes accounted for 
90% of all RFEs. Furthermore, the top 50 codes accounted 
for 80% of all diagnoses and the top 90 codes accounted 
for 90% of all diagnoses. Therefore, medical students and 
residents should focus on studying the management of these 
very common RFEs and diagnoses. Hereafter, we should pay 
attention not only to the frequency of RFEs and diagnoses, 
but also to differential diagnosis difficulties associated with 
one symptom and the critical nature of the disease when 
we discuss the necessary training for medical students and 
residents in general practice. 

This study has two strengths. First, we included all new 
outpatients for almost 1 year - from May 6, 2010 to March 
1 1, 201 1. The frequency of RFEs and diagnoses might vary 
by season in Japan; therefore, our data has less selection 
bias due to seasonal differences. Second, we made a great 
effort to decrease misclassification ICPC-2 codes by using 
two investigators. 

This study has two limitations. First, diagnostic accuracy 
in this study was not based on strict diagnostic criteria using 
laboratory tests. More objective methods, such as using 
test results, were not used in all diagnoses; however, the 
physicians in the General Internal Medicine Department 
of Chikusei City Hospital had more than 5 years of clinical 
practice experience in assessing patient history and conduct- 
ing physical examinations. The medical history and physical 
examination of patients leads to the correct diagnosis in 88% 
of cases, while test findings lead to the correct diagnosis in 
the remaining 12% of cases.''" Therefore, we believe inac- 
curacies in diagnoses do not affect the interpretation of the 
results. Second, we analyzed the data from only one small 
urban community hospital. Therefore, our findings may not 
be representative of all small hospitals in Japan. Nonetheless, 
we consider Chikusei City Hospital to be a typical community 
hospital because it has the same three major departments 
(internal medicine, surgery, and orthopedics) as found in 
most small hospitals in Japan.^* Therefore, we believe that the 
findings in this study are not particularly biased. However, it 
is important to analyze more cases using data from a variety 
of hospitals and clinics in different settings to confirm our 
results. 

Conclusion 

We identified the common RFEs and diagnoses of new out- 
patients at one small urban community hospital in Japan. We 
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found that "A9 1 Abnormal result investigation" was a com- 
mon RFE, making it important to include in the education of 
medical students and residents. We also revealed inconsisten- 
cies in RFEs between observed and common symptoms listed 
in the guides for medical students and residents in Japan. 
These findings can be used to revise the medical educational 
curriculum for students and residents. Further studies should 
address RFEs, diagnoses, and the curricular guides in more 
types of health facilities and different regions. 
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